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a  b  s  t  r  a  c  t
The  role  that  parents’  involvement  may  play  in improving  their  child’s  social  anxiety  is still under
debate.  This  paper  aimed  to investigate  whether  training  parents  with  high  expressed  emotion  (EE)
could  improve  outcomes  for adolescent  social  anxiety  intervention.  Fifty-two  socially  anxious  adoles-
cents (aged  13–18  years),  whose  parents  exhibited  high  levels  of expressed  emotion,  were  assigned  to
either (a) a school-based  intervention  with  an  added  parent  training  component,  or (b)  a school-basedeywords:
dolescents
xpressed Emotion
chool
reatment
program  focused  solely  on intervening  with  the  adolescent  (no parental  involvement).  Post-treatment
and  12-month  follow-up  ﬁndings  showed  that school-based  intervention  with  parent  training  was  supe-
rior to  the  adolescent-speciﬁc  program,  yielding  signiﬁcant  reductions  in  diagnosis  remission,  social  and
depressive  symptomatology,  particularly  when  the  EE status  of  parents  changed.  Overall,  the ﬁndings
suggest  that  high-EE  parents  of  children  with  social  anxiety  need  to  be involved  in  their  child’s  therapy.
ublisocial anxiety ©  2014  The  Authors.  P
. Introduction
Social anxiety disorder (SAD) tends to be a chronic, stable condi-
ion that severely disrupts long-term functioning, if left untreated
Beesdo-Baum et al., 2012; Beidel & Turner, 1998; Garcia-Lopez,
iqueras, Diaz-Castela, & Ingles, 2008). The estimated mean
ifetime prevalence in adolescents is 4.42%, ranging anywhere
etween 2% and 9% (Burstein et al., 2011; Demir, Karacetin, Demir,
 Uysal, 2013; Essau, Conradt, & Petermann, 1999; Gren-Landell
t al., 2009; Ranta, Kaltiala-Heino, Rantanen, & Marttunen, 2009;
ittchen, Stein, & Kessler, 1999). Research shows that adoles-
ents with social phobia present substantially increased risks
f depression, suicide attempts, substance abuse, severe social
estrictions, early school leaving, lower educational attainment,
nd victimization (Beidel, Turner, & Morris, 1999; Essau, Conradt, &
etermann, 2002; Essau et al., 1999; Garcia-Lopez, Irurtia, Caballo,
 Diaz-Castela, 2011; Ranta, Kaltiala-Heino, Fröjd, & Marttunen,
013; Ranta, Kaltiala-Heino, Pelkonen, & Marttunen, 2009; Storch
 Masia-Warner, 2004; Wittchen, Fuetsch, Sonntag, Müller, &
iebowitz, 2000). All of these serious consequences cause lifelong
uffering and economic costs to society (Fehm, Pelissolo, Furmark,
 Wittchen, 2005; Wittchen et al., 2011).
∗ Corresponding author at: University of Jaen, Department of Psychology, Division
f  Clinical Psychology, Spain. Tel.: +34 953213214; fax: +34 953211814.
E-mail addresses: ljgarcia@ujaen.es, ljgarlo@cop.es (L.J. Garcia-Lopez).
ttp://dx.doi.org/10.1016/j.janxdis.2014.09.001
887-6185/© 2014 The Authors. Published by Elsevier Ltd. This is an open access article unhed  by Elsevier  Ltd.  This  is an  open  access  article  under  the  CC  BY-NC-ND
license  (http://creativecommons.org/licenses/by-nc-nd/3.0/).
In recent decades, developmentally adapted Cognitive Behav-
ioral Therapy (CBT) interventions aimed at adolescents with social
anxiety disorder have been speciﬁcally designed and tested: CBGT-
A (Cognitive Behavioral Group Therapy for Adolescents; Albano,
Marten, & Holt, 1991; Albano, Marten, Holt, Heimberg, & Barlow,
1995; Garcia-Lopez et al., 2002; Garcia-Lopez, Olivares, et al., 2006;
Garcia-Lopez, Ruiz, et al., 2006; Hayward et al., 2000; Olivares,
Garcia-Lopez, Beidel, et al., 2002); SET-Asv (Social Effectiveness
Therapy for Adolescents-Spanish version; Garcia-Lopez et al., 2002;
Garcia-Lopez, Olivares, et al., 2006; Garcia-Lopez, Ruiz, et al.,
2006; Olivares, Garcia-Lopez, Beidel, et al., 2002); the original
IAFS (Intervención en Adolescentes con Fobia Social-Treatment
for Adolescents with Social Phobia; Garcia-Lopez, 2007; Garcia-
Lopez et al., 2002; Garcia-Lopez, Olivares, et al., 2006; Garcia-Lopez,
Ruiz, et al., 2006; Olivares & Garcia-Lopez, 2001; Olivares, Garcia-
Lopez, Beidel, et al., 2002); SASS (Skills for Academic and Social
Success; Fisher, Masia-Warner, & Klein, 2004; Masia et al., 1999;
Masia-Warner, Klein, Storch, & Corda, 2001; Masia-Warner et al.,
2005; Masia-Warner, Fisher, Shrout, Rathor, & Klein, 2007; Miller
et al., 2011); the protocol entitled “To be myself among the oth-
ers” (Salvador & Pinto-Gouveia, 2009); and Cognitive-Behavioral
Group Therapy for Social Anxiety (Aydin, Teksinsav-Sütc¸ u, & Sorias,
2010).Even though CBT interventions have proved their efﬁcacy, treat-
ment outcome rates still range from 40% to 70%, and dropout
rates are considerable (20–30%) (Garcia-Lopez & Storch, 2008).
Further research on augmentative treatment approaches and/or
der the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/3.0/).
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(a) the IFAFS group, a school-based intervention aimed at treatingL.J. Garcia-Lopez et al. / Journal o
ays to improve existing interventions is warranted (Kerns, Read,
lugman, & Kendall, 2013). For instance, the role that parents’
nvolvement may  play in the treatment outcome of their socially
nxious children is still under debate. In particular, some data have
uggested better, but not statistically signiﬁcant, treatment out-
omes for children with social anxiety (mean age of 10.94 years)
hose parents participate in their treatment (Spence, Donovan, &
rechman-Toussaint, 2000). However, there is certainly a need for
ore studies on adolescents. To address this issue, some studies
ave examined the role that high levels of expressed emotion (EE)
ay  play in treatment outcome, development and maintenance of
ocial anxiety.
Parental emotional overinvolvement (EOI), criticism and hostil-
ty are part of the EE construct. Prospective studies on adolescents
ith social phobia provide evidence that parental rearing styles
arked by high levels of EE (EOI, criticism and hostility) are asso-
iated with the development and maintenance of social anxiety in
hese children (Aslam, 2014). Speciﬁcally, Greco and Morris (2002)
ound that parents of socially anxious adolescents exhibited more
ontrolling behaviors. In a study by Anhalt and Morris (2008),
aternal criticism predicted social anxiety, and overprotection was
ssociated with increased social anxiety. Gulley, Oppenheimer,
nd Hankin (2013) found parental criticism to be an especially
otent predictor of social anxiety, thereby having a direct effect
n the development of social anxiety in youth. Similarly, Rork
nd Morris (2009) saw how parental overprotection and negative
ommands correlated with the presence of social anxiety in ado-
escents. Furthermore, Östürk, Sayar, Ugurad, and Tüzün (2005)
ound that mothers of socially phobic children scored higher in
ostility. Merikangas, Lieb, Wittchen, and Avenevoli (2003) and
ieb et al. (2000) reported parental overprotection and rejection
o be associated with SAD in adolescents. In addition, parental
earing was retrospectively assessed by Knappe, Beesdo-Baum,
ehm, Lieb, and Wittchen (2012) who found that maternal over-
rotection and parental rejection was observed only in adolescents
ith SAD. Recently, Lewis-Morrarty et al. (2012) identiﬁed that
aternal overcontrol predicts lifetime rates of SAD during ado-
escence. Furthermore, isolation from social events and the use
f shame as a means of discipline in social situations (Leung,
eimberg, Holt, & Bruch, 1994) are commonly associated with
he construct of EE (Fogler, Tompson, Steketee, & Hofmann, 2007).
fter reviewing the available data, Elizabeth et al. (2006) reported
hat parent–child interactions play a role in the development
nd maintenance of social anxiety, although the bidirectional
nﬂuence between parenting and child anxiety must be taken
nto account (Majdandzˇic´, de Vente, Feinberg, Aktar, & Bögels,
012).
Overall, there is evidence that parental high-EE status (EOI,
riticism and/or hostility) is associated with SAD in adolescence.
owever, impact of expressed emotion on treatment outcome for
BT for SAD is limited to one study (Garcia-Lopez et al., 2009). These
uthors explored whether high levels of EE in parents could be asso-
iated with lower treatment outcome in adolescents with social
hobia. Findings revealed that parents’ high EE levels were signif-
cantly associated with their children’s poor treatment outcome.
n particular, the parents’ level of EE moderated the treatment
utcome of their adolescents. These data may explain why CBT
nterventions do not work well for all socially anxious adoles-
ents, and why involving parents only improves outcome in some
ases.
Because parental high EE (or some of its components) has
een found to be related to treatment outcome in socially anxious
dolescents, this study aimed to examine whether adding a parent
raining intervention to decrease high levels of parental EE would
mprove treatment outcome for socially anxious adolescents.
sing a sample of parents high in expressed emotion, adolescentsty Disorders 28 (2014) 812–822 813
were assigned to either a school-based intervention with sessions
for parent training (entitled IFAFS; Intervencion en Familias & Ado-
lescentes con Fobia Social; Therapy for Families and Adolescents
with Social Phobia; Garcia-Lopez, Espinosa-Fernandez, Muela, &
Diaz-Castela, 2011), or a school-based program focused solely on
intervening with the adolescent (no parental involvement) called
IAFS (Intervencion en Adolescentes con Fobia Social; Therapy
for Adolescents with Social Phobia; Garcia-Lopez, 2000, 2007).
We examined whether adolescents in the IFAFS condition would
show more improvement than those in the traditional IAFS group.
Second, we tested whether parent training would have a positive
impact on parental EE in the IFAFS condition. Third, we evaluated
whether a decrease in parents’ EE post-treatment had a positive
effect on their child’s improvement. We  hypothesized that ado-
lescents whose parents changed from high to low EE following
treatment would show signiﬁcantly more improvement com-
pared to adolescents whose parents continued exhibiting high EE
levels.
2. Method
2.1. Participants
The sample comprised 52 adolescents with SAD aged 13–18
years (M = 15.42, SD = 1.40). Speciﬁcally, 18 (34.6%) were boys and
34 (65.4%) were girls. All adolescents had a primary diagnosis of
social phobia, and 61.5% exhibited some form of comorbid disor-
der. In particular, 30.7% had a secondary disorder (speciﬁc phobia
or GAD), 23.07% presented with two  comorbid disorders (speciﬁc
phobia and GAD), and 7.7% presented with 3 or more diagnoses
(separation anxiety, speciﬁc phobia, GAD, or dysthymia). Overall,
the average number of comorbid disorders ranged from 0 to 4,
with a mean of 1.08 (SD = 1.15) diagnosis. No behavioral disorders
criteria were met.
With regard to the sample of the adolescents’ parents, 75% of
them agreed to an interview to classify them with high or low EE.
Parents who refused to be interviewed were excluded. No statistical
differences were found between those who  agreed to participate in
the interview and those who  did not (p > .05). A total of 52 families
(see Procedure) exhibited high EE, and were randomly assigned to
either the school-based intervention IAFS (n = 32) or to the family,
school-based treatment IFAFS (n = 20). Regarding the IAFS condi-
tion, the sample comprised 32 adolescents with SAD aged 13–16
years (M = 14, SD = .72); eleven (34.4%) were boys and 21 (65.6%)
were girls. Half of the sample exhibited some form of comorbid
disorder. In particular, 25% had one secondary disorder (speciﬁc
phobia or GAD), and 25% presented with two comorbid disorders
(speciﬁc phobia and GAD). Overall, the average number of comorbid
disorders ranged from 0 to 2, with a mean of .75 (SD = .84) diagnosis.
Concerning the IFAFS condition, the sample comprised 20 adoles-
cents with SAD aged 14–17 years (M = 15.80, SD = 1.20); seven (35%)
were boys and 13 (65%) were girls. Eighty percent exhibited comor-
bid disorders secondary to social phobia, 40% had one secondary
disorder (speciﬁc phobia), 20% presented with two comorbid dis-
orders (speciﬁc phobia and GAD), and 20% presented with 3 or more
diagnoses (separation anxiety, speciﬁc phobia, GAD, or dysthymia).
Overall, the average number of comorbid disorders ranged from 0
to 4, with a mean of 1.6 (SD = 1.39) diagnosis.
In summary, the study comprised adolescents with SAD from
high-EE families assigned to one of two  experimental conditions:adolescents with SAD whose parents received training sessions to
reduce their high EE levels (n = 20), or (b) the IAFS group, a school-
based intervention focused solely on adolescents with no parental
involvement (n = 32).
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their parents signed the consent forms (see Fig. 1). No statistical
differences were found in any measure for those who  expressed
their interest in the treatment and those who  did not (p > 05). When14 L.J. Garcia-Lopez et al. / Journal o
.2. Measures
The Anxiety Disorders Interview Schedule for DSM-IV: Child
nd Parent Version (ADIS-IV-C/P; Silverman & Albano, 1996) was
onducted by trained clinical psychology graduate students to diag-
ose social phobia in adolescents. This semi-structured interview
ssesses current and lifetime child psychopathology according to
SM-IV criteria. The social phobia section (ADIS-SP) consists of 22
imensional ratings that evaluate social fear and avoidance using
 clinical severity rating. This instrument was used as a diagnos-
ic tool. In the present study, Cronbach’s alpha coefﬁcient value
as .79. The ADIS-IV-C/P has moderate to strong interrater reli-
bility, adequate concurrent validity, and strong retest reliability
or English and Spanish-speaking populations (Lyneham & Rapee,
005; Puliaﬁco, Corner, & Kendall, 2007; Rapee, Barrett, Dadds,
 Evans, 1994; Sandin, 2003; Silverman, Saavedra, & Pina, 2001;
ood, Piacentini, Bergman, McCracken, & Barrios, 2002). This inter-
iew has been used extensively in the assessment of children with
nxiety disorders (Silverman et al., 2001; Westenberg, Siebelink,
armenhoven, & Treffers, 1999). For this study, a random sample
otaling 15% of child and parent interviews was audiotaped and
cored by another interviewer who was blind to diagnosis, assess-
ent time (pre-treatment, post-treatment and follow-up), and
xperimental condition assignment. Interviews were conducted
y clinical psychology graduate students who were trained in a
2-h workshop and supervised by a licensed clinical psycholo-
ist. A Kappa value of .92 was found in the social anxiety section.
his ADIS interview served as the diagnostic measure before and
fter treatment, and classiﬁed adolescents as responders and non-
esponders. The Clinician’s severity rating (CSR) was  also used as
 treatment outcome measure. A CSR ranging from 0 to 8 was
ssigned, with 4 being the level that indicates clinical severity.
SR were assigned by the trained interviewers and supervised by a
icensed clinical psychologist.
Social Anxiety Scale for Adolescents (SAS-A; La Greca & Lopez,
998). This questionnaire contains 22 Likert-type items (1–5): eigh-
een descriptive self-statements and four ﬁller items. The SAS-A
ncludes three subscales: Fear of Negative Evaluation (FNE; eight
tems), Social Avoidance and Distress speciﬁc to new situations or
nfamiliar peers (SAD-New; six items), and Social Avoidance and
istress that is experienced more generally in the company of peers
SAD-General; four items). This scale has demonstrated a similar
actor structure and invariance in the Spanish-speaking population
Ingles, La Greca, Marzo, Garcia-Lopez, & Garcia-Fernandez, 2010;
livares et al., 2005; Olivares, Garcia-Lopez, Hidalgo, & Caballo,
004). In the present study, the internal consistency values were
92 for the Total score, .89 for the FNE subscale, .83 for the SAD-N
ubscale, and .74 for the SAD-G subscale.
The Social Phobia and Anxiety Inventory, Brief form (SPAI-B;
arcia-Lopez, Beidel, et al., 2008) consists of 16 items using a 5-
oint Likert scale (1–5), so the sum of the scores is up to 90 points,
ut there is a need for deleting 16 points (as minimum score is
6). As a result, a total score can be computed (range: 0–64). It is a
rief version of the SPAI, albeit different in terms of the Likert scale
ormat used, the number of items, and avoidance of heterocen-
ric language, as recently proposed by Weiss, Hope and Capozzoli
2013). The authors reported good psychometric properties in Por-
uguese and Spanish adolescents and among young adults using
ither paper-and-pencil or online administration (Garcia-Lopez,
eidel, et al., 2008; Garcia-Lopez, Beidel, & Muela-Martinez, 2014;
iqueras, Espinosa-Fernandez, Garcia-Lopez, & Beidel, 2012; Vieira,
alvador, Matos, Garcia-Lopez, & Beidel, 2013). In this study, the
cale has demonstrated excellent internal consistency (Cronbach’s
lpha coefﬁcient value = .92).
Five-Minute Speech Sample (FMSS; Magana et al., 1986). This
ssessment instrument speciﬁcally measures EE in a family setting.ty Disorders 28 (2014) 812–822
It consists of a short interview where a family member is asked to
talk for 5 min  about the patient in his/her own words, and where
the interviewer is not allowed to interrupt with any questions or
comments. If during the interview the family member makes a
comment of a critical or hostile nature, or one which expresses
emotional overinvolvement (EOI), this family is considered to have
high EE. In our study, it was administered to the adolescents’ par-
ents to determine their (high or low) level of EE. All information was
recorded. Two  independent, blind diagnosticians with training in
FMSS (different from those assessing their children) administered
the interviews and coded the parents’ language (Kappa coefﬁ-
cient .97). This interview has demonstrated excellent psychometric
properties (Gottschalk et al., 1988; Magana et al., 1986).
The Children’s Depression Inventory (CDI; Kovacs, 1985) con-
tains 27 items and is used to assess the severity of self-reported
symptoms of childhood depression. Subscales include negative
mood, interpersonal difﬁculties, negative self-esteem, ineffective-
ness, and anhedonia. Figueras Masip, Amador-Campos, Gomez-
Benito, and del Barrio (2010) have conﬁrmed its good psychometric
properties in the Spanish population. The measure has shown good
internal consistency (.82) in this study.
2.3. Procedure
Following the procedure devised by Garcia-Lopez (2000, 2007),
this study was  conducted across 4 stages: screening, pre-treatment,
post-treatment, and a 12-month follow-up assessment in the
school environment. The study was approved by the School District
and the University Research Ethics Committee.
At the initial stage, participants were recruited from two private
and eight public high schools located in a medium-size state in
the south of Spain. Schools were informed as to the objectives of
the study and their cooperation was  requested. They were selected
using a clustered, random sampling method from the school lists
of the Department of Education. The use of this method meant that
the socioeconomic status and ethnic compositions of the overall
sample was representative of the community. 2541 adolescents,
who agreed to participate and provided a signed parental consent
form, ﬁlled out the SPAI-B and SAS-A questionnaires in a group
classroom setting at their own school.
In the second phase, 480 (18%) of the 2541 students who  scored
higher than the SAS-A and SPAI-B cut-off scores proposed by
Olivares, Garcia-Lopez, Hidalgo, et al. (2002), and Garcia-Lopez,
Beidel, et al. (2008)) were subsequently interviewed using the
ADIS-IV-C/P (Silverman & Albano, 1996) to conﬁrm whether these
adolescents met  criteria for a social anxiety disorder diagnosis. This
interview was carried out by eight psychology graduate students
from the University of Jaen. They were previously trained in the use
of diagnostic interviewing, and were supervised by this study’s ﬁrst
author who boasts a wealth of expertise in these instruments. The
researchers conducted diagnostic interviews on adolescents indi-
vidually in a private room or ofﬁce at school. The time required for
administering the assessment tool and questionnaires was  about
2 h. Adolescents were accompanied by a researcher at all times.
One hundred and thirty-nine adolescents (5.5% of the initial sample,
consistent with prevalence reported by other studies; see Intro-
duction) with a clinical diagnosis of generalized social anxiety
disorder1 were detected and offered cognitive-behavioral group
treatment at school. Of these subjects, 92 (75%) adolescents and1 Based on the DSM-5, the sample would have met  criteria for social anxiety
disorder.
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Analysis
Post-treatment
Assessed  for eligibility (n= 480) 
Excluded (n= 420) 
♦  Adolescen ts no t meeting  inclusi on criter ia 
(n= 341) 
♦  Adolesc ents  or  parents  who dec lined to  
participate (n= 47 ) 
♦   Other rea sons  (n= 32 ) 
    Paren ts with lo w EE  level 
Analyzed  (n= 32) 
♦ Excluded  from analys is (n=0)
Analyzed  (n=20) 
♦ Excluded  from  analysis (n= 0)
Allocati on
Follow-up
Random ized  (n=60) 
Enrollment 
Completer s (n= 20) 
Discontinued  partic ipation (n= 3) 
♦ Una ble  to  commit to  treatment  sche dule (n =3) 
Completer s (n= 32) 
Discontinued intervention (n=0) 
Allocated to  intervention  (n= 33) 
♦ Received  allocat ed inter vention (n=32)
♦ Did not receive  allocate d intervention  (n=  1) 
Claims of  interferen ce with  acade mic  
assignmen ts 
  Fear  of novel ty
Allocated to  intervention  (n=2 7) 
♦ Received  allocat ed inter vention  (n=23)
♦ Did not receive  allocate d intervention  (n= 4) 
Adolescent  unab le to  commit  to  treatment 
schedule  (n =3) 
 Paren t’s  low percep tion  of social  pho bia  as  a 
treatable co ndition  (n =2) 
Lost to follow -up  (n=0) 
Discontinued intervention (n= 0) 
Lost to follow -up  (n=0) 
Discontinued intervention  (n=  0) 
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arents attended an individual assessment to conﬁrm their child’s
iagnosis, the FMSS was also administered to classify parents as
aving high or low EE. Based on the FMMS  guidelines, 60 and 32
arents were classiﬁed with high and low EE, respectively.
The inclusion criteria were: (a) primary diagnosis of social anx-
ety disorder, as diagnosed using the ADIS-IV-C/P; (b) subjects
ged 12–17 years; (c) high levels of EE in the family; and (d)
ritten informed consent from both adolescent and parents. Exclu-
ion criteria, on the other hand, were: (a) current suicidal intent
r risk, and (b) a positive diagnosis of mental retardation, psy-
hosis, or other psychiatric conditions that would limit their ability
o understand assessment and treatment. During clinical assess-
ent at pre-treatment, evaluators were blinded to screening social
nxiety scores. At post-treatment and follow-up, additional eval-
ators conducted the assessment and were blinded to assignment
o experimental conditions and assessment time (pre-treatment,
ost-treatment, and follow-up assessments). In total, 60 families
et  inclusion criteria following assessment.
Adolescents and parents with a high EE dyad (N = 60) were ran-
omly assigned to either the school-based intervention, namely
AFS (n = 33), or the family, school-based intervention IFAFS (n = 27),
y means of stratiﬁed random assignment to groups. Groups within
ach school were randomly assigned to the two conditions.Before the ﬁrst session, one adolescent declined to enter the
AFS program claiming that it would interfere with academic
ssignments and because of fear of novelty. As for the IFAFS,
our of the adolescent-parent dyads were unable to commit to a participants.
treatment schedule and had a low self-perception of social pho-
bia as a treatable condition. An intention-to-treat (ITT) analysis
revealed no signiﬁcant differences (p > 05) between the sample
group assigned initial treatment and the one which actually
beneﬁted from experimental treatment conditions. As a result,
adolescents were allocated to either the IAFS (n = 32) or IFAFS
(n = 23) group. During treatment, 3 families dropped out of the
IFAFS, leaving 20 adolescents and their parents. Thus, the attrition
group consisted of 4 adolescent-parent dyads. There were no
differences between the completers and non-completers.
Speciﬁcally, 17 parents (father and mother) and 3 mothers
attended the IFAFS intervention condition, while 27 parents and 5
mothers were part of the IAFS condition (no parental involvement).
During post-treatment and follow-up assessment periods, parents
and adolescents were reassessed. All parents received a 20D gift
card for their participation following the assessment, and another
card was given to the IFAFS completers.
2.4. Treatments
Adolescents with a clinical diagnosis of generalized social pho-
bia and parents with high EE were assigned to receive either a free,
school-based, cognitive-behavioral intervention aimed at over-
coming social anxiety in adolescents called IAFS (Intervencion en
Adolescentes con Fobia Social; Therapy for Adolescents with Social
Phobia; Garcia-Lopez, 2000, 2007), or a family, school-based CBT
protocol entitled IFAFS (Intervencion en Familias & Adolescentes
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on Fobia Social; Therapy for Families and Adolescents with Social
hobia; Garcia-Lopez et al., 2011). In other words, IAFS focuses
olely on intervening with the adolescent and IFAFS includes addi-
ional family sessions focused on parent training to reduce EE levels,
s parents’ high EE is associated with poor treatment outcome
Garcia-Lopez et al., 2009).
The original IAFS stems from CBGT-A and SET protocols, and con-
ists of 12 weekly group sessions, each lasting 90 min. Techniques
nclude psychoeducation, social skills, exposure, and cognitive
herapy. The treatment also includes exposure to social situa-
ions by using peer assistants and video feedback, which differs
rom other CBT interventions. Additional individual sessions are
ptional. The intervention protocol is conducted during school
ours (for more details, please see Masia-Warner, Colognori, Brice,
 Sanchez, 2014; Mesa, Le, & Beidel, 2014). This treatment has
emonstrated its efﬁcacy across cultures for adolescents and young
dults with social anxiety disorder (Antona, Delgado, Garcia-Lopez,
 Estrada, 2012; Garcia-Lopez et al., 2002; Garcia-Lopez, Olivares,
t al., 2006; Garcia-Lopez, Ruiz, et al., 2006; Olivares & Garcia-
opez, 2001; Olivares, Garcia-Lopez, Beidel, et al., 2002; Olivares,
arcia-Lopez, Hidalgo, et al., 2002). Here it was implemented by
n advanced doctoral student with 5 years’ experience running
roups of adolescents with social phobia. She acted as therapist in
he groups, and graduate students served as co-therapists. Sessions
nd therapists were supervised by a clinical child psychologist with
ver 15 years’ experience working with socially anxious adoles-
ents (the ﬁrst author, who co-developed the original IAFS) during
eekly supervision meetings. All sessions were videotaped, and
 random 10% were rated by an independent clinician to exam-
ne treatment ﬁdelity. The clinician was blind to diagnosis, time
f intervention (pre-treatment, post-treatment, follow-up) and
xperimental condition assignment. The mean completion rating
f the session-speciﬁc intervention components was 96% and 94%
or the IAFS and IFAFS, respectively. The quality of implementation
as classiﬁed as high. The group size ranged from 5 to 8 adolescents
er group.
The IFAFS follows the same structure as the IAFS, but includes
 parent training component speciﬁcally designed for targeting EE.
his module consists of 5 additional 120-min group sessions, sepa-
ate for the parents. The group size ranged from 8 to 12 parents per
roup. Parents received psychoeducation about social anxiety and
he role of expressed emotion in their children’s symptomatology.
ocial learning theory states that negative or anxious verbal com-
unication by parents may  model anxious behaviors in children
Albano, 2013). Thus, training was given in communication skills
o replace the use of rejection, EOI, criticism and hostile verbal
omments. Contingency management training aimed at teaching
hem strategies to better manage their child’s social anxiety was
lso included. Parents were instructed to ignore and not encourage
voidance and safety behaviors in their children; rather, emphasis
as placed on providing adequate positive reinforcement to their
xposure behaviors (Garcia-Lopez, 2013). Parent sessions were
onducted by two clinical psychologists with extensive experi-
nce in parent training and treating EE (fourth and third authors,
espectively). Sessions were conducted separately for parents and
hildren.
. Results
.1. Pre-treatment comparisons
This research examined two school-based interventions for
dolescents with SAD, one of which included a parent training
odule to address EE. First, the two experimental conditions
ere compared with respect to gender, age and social anxiety
easures through an analysis of variance (ANOVA) or 2 test. Noty Disorders 28 (2014) 812–822
signiﬁcant differences were obtained at pre-treatment (all p
values >.05), except for comorbidity rates. The IFAFS presented
signiﬁcantly higher comorbid disorders (M = 1.60, SD = 1.40) than
the IAFS condition (M = .75, SD = .84), t(50) = 2.75, p = .02, with a
medium-to-high effect size, d = .76, according to the criteria set out
by Cohen (1988), where .2 means a small effect size, .5 corresponds
to medium size, and .8 indicates large. Second, the mean social
anxiety CSR score on the ADIS was 5.5 (SD = 1.13; range: 4–7) and
5.6 (SD = 1.05; range: 4–8) at the pre-treatment stage for the IAFS
and IFAFS, respectively. Regardless of experimental condition,
data suggest that adolescents’ level of social anxiety prior to treat-
ment was  in the ‘markedly disturbing/disabling’ range. Similarly,
SPAI-B and SAS-A scores were on the extreme range of severity at
pre-treatment. In contrast, the mean of CDI was  13.75 (SD = 5.25),
which indicates that the sample did not exhibit clinical levels of
depressive symptomatology.
3.2. IFAS versus IFAFS
The ﬁrst objective was to test whether adolescents whose par-
ents exhibited high EE and received parent training sessions (IFAFS;
family, school-based condition) would obtain better treatment
outcome rates than those without parental involvement (IAFS,
school-based intervention).
3.2.1. Between-group comparisons
Between-group comparisons supported the hypotheses on most
measures. At post-treatment, signiﬁcant differences with large
and medium-to-large effect sizes were found on the SAD-N, F(1,
50) = 16.18, p = .001, d = 1.36; the total score of the SAS-A, F(1,
50) = 4.68, p = .035, d = .65; the SPAI-B, F(1, 50) = 4.42, p = .041,
d = .64; the CSR, F(1, 50) = 10.41, p = .002, d = .91; and the CDI, F(1,
50) = 6.64, p = .013, d = .74. At follow-up, signiﬁcances remained on
the SAD-N subscale of the SAS-A, F(1, 50) = 4.85, p = .032, d = .74,
and were marginally signiﬁcant on the CSR, F(1, 50) = 2.88, p = .06,
d = .53, yielding a medium effect size. Table 1 summarizes the
means (standard deviations) for all measures and assessment
periods, as well as the p values and effect sizes for pre-post-follow-
up comparisons. As shown in Table 1, the level of social anxiety
scores at follow-up for both the IAFS and IFAFS was rather low,
raising the possibility of a ﬂoor effect.
3.2.2. Within-group comparisons
Tables 2 and 3 revealed that both the IAFS and IFAFS showed
signiﬁcant decreases in depressive and social anxiety symptoma-
tology (both cognitive and behavioral) in most cases using paired
t-tests. Effect sizes were large for both the IAFS and IFAFS, ranging
from .60 to .95 and .60 to .99, respectively. The effect sizes were
interpreted using Cohen’s (1988) convention for repeated meas-
ures with effect sizes, whereby >6 is considered “large,” effect sizes
between .30 and .59 are considered “medium,” and effect sizes
below .29 are considered “small”.
3.2.3. Responders versus non-responders
Remission rates (no diagnosis of SAD based on the ADIS-IV-
C/P) were analyzed. We  examined the percentage of adolescents
who did not exhibit a clinical diagnosis after treatment (respon-
ders). At post-treatment, 59% and 65% of adolescents did not meet
DSM criteria for social anxiety on the IAFS and IFAFS, respectively.
A similar trend was observed at follow-up: 75% and 80%. No sta-
tistical differences between groups were obtained, but the IFAFS
recorded a greater number of adolescents free of diagnosis over
time compared to the IAFS. At post-treatment, responders and
non-responders differed only in (a) the number of feared situa-
tions from the ADIS-C, which ranges from 0 to 22, t(50) = 3.97,
p = .001, d = 1.12 (M = 10.38 and SD = 3.30 for responders, whereas
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Table  1
Means (standard deviations) for self-report measures for each treatment condition at pre-treatment, post-treatment and follow-up assessments.
Measures Baseline/pre-treatment
Mean (SD)
Post-treatment
Mean (SD)
12-month F-U
Mean (SD)
Effect size
Cohen’s d
IAFS IFAFS IAFS IFAFS IAFS IFAFS Post F-U
SAS-A/FNE 29.37 (5.47) 31.60 (3.98) 23.125 (6.73) 20.60 (7.41) 15.12 (6.41) 14.40 (3.87)
SAS-A/SAD-N 21.50 (4.51) 22.40 (5.60) 17.50 (5.40) 12.40 (2.11) 11.75 (4.92) 9.20 (1.99) 1.36*** .74*
SAS-A/SAD-G 11.87 (4.61) 12.80 (4.07) 7.62 (3.37) 7.20 (1.88) 5.25 (1.66) 5.60 (1.23)
SAS-A/TOTAL 62.75 (12.15) 66.80 (11.78) 48.25 (14.38) 40.20 (10.53) 32.12 (12.12) 29.20 (6.07) .65*
SPAI-B 32.90 (8.64) 37.18 (9.35) 25.66 (9.01) 20.86 (6.04) 9.42 (8.45) 6.74 (2.64) .64*
CDI 13.75 (5.25) 15.20 (6.57) 8.50 (3.77) 11.20 (3.52) 9.37 (4.87) 9.20 (5.63) .74*
CSR 5.37 (1.01) 6.00 (1.45) .75 (1.11) 1.8 (1.20) 1.00 (1.44) .40 (.82) .091** .53*
IAFS: Intervención en Adolescentes con Fobia Social (Treatment for Adolescents with Social Phobia); IFAFS: Intervención en Familias & Adolescentes con Fobia Social (Treatment
for  Families and Adolescents with Social Phobia); SAS-A: Social Anxiety Scale for Adolescents; FNE: Fear of Negative Evaluation; SAD-N: Social Avoidance and Distress speciﬁc
to  new situations or unfamiliar peers; SAD-G: Social Avoidance and Distress that is experienced more generally in the company of peers (SAD-General); SPAI-B: Social Phobia
and  Anxiety Inventory, Brief form; CDI: Children’s Depression Inventory; CSR: Clinician’s severity rating (ADIS).
* p ≤ .01.
** p ≤ .05.
*** p ≤ .001.
Table 2
Means (standard deviations) for IAFS.
Measures Baseline/pre-treatment
Mean (SD)
Post-treatment
Mean (SD)
12-month F-U
Mean (SD)
Effect size
Cohen’s d
Pre-post Post-F-U Pre-F/U
SAS-A/FNE 29.37 (5.47) 23.125 (6.73) 15.12 (6.41) .81** .76*** .92***
SAS-A/SAD-N 21.50 (4.51) 17.50 (5.40) 11.75 (4.92) .80*** .48** .76***
SAS-A/SAD-G 11.87 (4.61) 7.62 (3.37) 5.25 (1.66) .71*** .63*** .81***
SAS-A/TOTAL 62.75 (12.15) 48.25 (14.38) 32.12 (12.12) .86*** .68*** .88***
SPAI-B 32.90 (8.64) 25.66 (9.01) 9.42 (8.45) .52** .89*** .90***
CDI 13.75 (5.25) 8.50 (3.77) 9.37 (4.87) .81*** .76***
CSR 5.37 (1.01) .75 (1.11) 1.00 (1.44) 3.45*** 2.95***
IAFS: Intervención en Adolescentes con Fobia Social (Treatment for Adolescents with Social Phobia); IFAFS: Intervención en Familias & Adolescentes con Fobia Social (Treatment
for  Families and Adolescents with Social Phobia); SAS-A: Social Anxiety Scale for Adolescents; FNE: Fear of Negative Evaluation; SAD-N: Social Avoidance and Distress speciﬁc
to  new situations or unfamiliar peers; SAD-G: Social Avoidance and Distress that is experienced more generally in the company of peers (SAD-General); SPAI-B: Social Phobia
and  Anxiety Inventory, Brief form; CDI: Children’s Depression Inventory; CSR: Clinician’s severity rating (ADIS).
M
s
d
a
e
C
w
t
p
T
M
I
f
t
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** p ≤ .05.
*** p ≤ .001.
 = 14.20 and SD = 3.50 for non-responders); and (b) the FNE sub-
cale (which taps cognitions) of the SAS-A, t(50) = 2.53, p = .014,
 = 1.18 (M = 28.90 and SD = 4.87 for responders, whereas M = 32.50
nd SD = 4.64 for non-responders). However, at follow-up, differ-
nces in the responders and non-responders was  limited to the
SR, t(50) = 2.67, p = .01, d = .94 (M = 5.8 and SD = 1.23 for responders,
hereas M = 4.83 and SD = .83 for non-responders). It must be noted
hat every adolescent who lost their social phobia diagnosis at
ost-treatment or follow-up was also free of any diagnosis, except
able 3
eans (standard deviations) for IFAFS.
Measures Baseline/pre-treatment
Mean (SD)
Post-treatment
Mean (SD)
SAS-A/FNE 31.60 (3.98) 20.60 (7.41) 
SAS-A/SAD-N 22.40 (5.60) 12.40 (2.11) 
SAS-A/SAD-G 12.80 (4.07) 7.20 (1.88) 
SAS-A/TOTAL 66.80 (11.78) 40.20 (10.53) 
SPAI-B 37.18 (9.35) 20.86 (6.04) 
CDI 15.20 (6.57) 11.20 (3.52) 
CSR 6.00 (1.45) 1.8 (1.20) 
AFS: Intervención en Adolescentes con Fobia Social (Treatment for Adolescents with Social
or  Families and Adolescents with Social Phobia); SAS-A: Social Anxiety Scale for Adolescen
o  new situations or unfamiliar peers; SAD-G: Social Avoidance and Distress that is experie
nd  Anxiety Inventory, Brief form; CDI: Children’s Depression Inventory; CSR: Clinician’s
*  p ≤ .01.
** p ≤ .05.
*** p ≤ .001.for speciﬁc phobia. Speciﬁcally, half of those who presented with
comorbid speciﬁc phobia (SP) at pre-treatment met  SP criteria after
intervention.
In addition to remission rates (based on ADIS diagnosis), social
anxiety and depression scores for both conditions were com-
pared to means established for a non-clinical population in these
measures. For the SAS-A and SPAI-B, 20 out of 32 (62.5%) and 24
(75%) adolescents obtained scores in the IAFS within the normal
range of those scales at post-treatment and 12-month follow-up,
12-month F-U
Mean (SD)
Effect size
Cohen’s d
Pre-post Post-F-U Pre-F/U
14.40 (3.87) .76*** .80*** .93***
9.20 (1.99) .81*** .89*** .83***
5.60 (1.23) .71*** .99*** .88***
29.20 (6.07) .81*** .91*** .92***
6.74 (2.64) .79*** .96*** .95***
9.20 (5.63) .66*** .60** .82***
.40 (.82) 3.57*** 2.05** 4.34***
 Phobia); IFAFS: Intervención en Familias & Adolescentes con Fobia Social (Treatment
ts; FNE: Fear of Negative Evaluation; SAD-N: Social Avoidance and Distress speciﬁc
nced more generally in the company of peers (SAD-General); SPAI-B: Social Phobia
 severity rating (ADIS).
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espectively. Similarly, a large number of adolescents in the IFAFS
ondition scored within the normal range at post-treatment, with
 different percentage for the SAS-A (15 out of 20; 75%) and SPAI-B
13 out of 20; 65%). At follow-up, the percentage increased to
0% (16 of 20) for both SPAI-B and SAS-A values. Between-group
ercentage comparisons were signiﬁcant at post-treatment in
he SAS-A, 2(1) = 5.0, p < .05, but not in the SPAI-B (p = 18). At
ollow-up, differences between the IAFS and IFAFS were statisti-
ally signiﬁcant for the SAS-A and SPAI-B, 2(1) = 7.2, p < 01. This
emonstrates that adolescents who received IFAFS reported social
nxiety scores lower than the clinical scores range. CDI scores
ere in the normal range (below the cut-off score of 19) for every
ubject, both before and after treatment.
.3. EE status following therapy
The second aim of this study was to examine whether parents’ EE
tatus in the IFAFS condition changed from pre-treatment to post-
reatment and pre-treatment-follow-up. In other words, the goal
as to see whether those in the IFAFS condition experienced EE
evel changes (from high to low) after receiving parent training. As
E level is a dichotomous variable, a McNemar test was computed.
ata revealed that 12 (60%) out of 20 parents went from high to low
E at post-treatment, with statistically signiﬁcant pre-post differ-
nces (p = .0015). At one-year follow-up, the percentage of parents
ith low EE increased to 70%. Pre-treatment-follow-up comparison
as also statistically signiﬁcant in the IFAFS (p = .0005). No statis-
ical differences were observed in the post-follow-up comparison
n the IFAFS (p = .48). In addition, we examined whether there were
ny differences in EE status of the parents in the IAFS condition, that
s, those who received no speciﬁc intervention to address high EE
evels. No differences were observed in the IAFS condition, meaning
hat no parents went from high to low EE after their child received
reatment. EE status changes in the IFAFS condition signiﬁcantly
iffered from those of the IAFS condition (p < .05). This comparison
rovides a time and attention control for the IFAFS condition.
.4. Does parents’ EE status after parental training sessions have
 positive effect on their children?
Consistent with our hypothesis, data revealed that adolescents
f formerly high-EE parents exhibited signiﬁcantly lower scores
han those whose parents were still classiﬁed as high EE at post-
reatment for the CSR, SPAI-B, FNE, SAD-G subscale, and Total score
f the SAS-A scale. Similarly, differences were obtained for these
easures at follow-up, except for the SPAI-B. When signiﬁcant,
ffect sizes were high (see Table 4).
able 4
eans (standard deviations) for self-report measures for EE responding parents at post-t
Measures Post-treatment
Mean (SD)
1
M
High EE (n = 8) Low EE (n = 12) H
SAS-A/FNE 25.67 (2.61) 13.00 (5.34) 1
SAS-A/SAD-N 13.00 (1.48) 11.50 (2.67) 
SAS-A/SAD-G 8.34 (.99) 5.50 (1.60) 
SAS-A/TOTAL 47.00 (2.56) 30.00 (9.62) 3
SPAI-B 24.88 (1.39) 14.82 (5.16) 
CDI 10.33 (3.23) 12.50 (3.74) 1
CSR  2.50 (.53) 1.33 (1.30) 
AFS: Intervención en Adolescentes con Fobia Social (Treatment for Adolescents with Social
or  Families and Adolescents with Social Phobia); SAS-A: Social Anxiety Scale for Adolescen
o  new situations or unfamiliar peers; SAD-G: Social Avoidance and Distress that is experie
nd  Anxiety Inventory, Brief form; CDI: Children’s Depression Inventory; CSR: Clinician’s
* p ≤ .01.
** p ≤ .05.
*** p ≤ .001.ty Disorders 28 (2014) 812–822
In summary, all adolescents beneﬁted from school-based, CBT
interventions, but those in the IFAFS group scored signiﬁcantly
lower than those in the IAFS at post-treatment. Reductions were
maintained at follow-up. IFAFS demonstrated higher remission
rates at post-treatment and 12-month follow-up. In addition, par-
ents involved in the IFAFS were able to modify their level of EE from
high to low at post-treatment and follow-up. Finally, a decrease
in parental EE after treatment had a positive effect on the child’s
improvement.
4. Discussion
As parental high EE (or some of its components) seems to be
related to social anxiety symptomatology, and indeed appears to
have a negative effect on the efﬁcacy of the treatment (Garcia-Lopez
et al., 2009), this study aimed to examine whether adding parent
training sessions in high-EE families to reduce EE would play a role
in the treatment outcome of their adolescents. Data revealed that
adolescents under the IFAFS condition reported greater improve-
ment following treatment in both social distress and avoidance
to strangers, general social anxiety, clinician-rated severity, and
depression measures in comparison to the IAFS condition. In other
words, a child’s improvement was  enhanced by including a parent
training module aimed at reducing parents’ level of EE. How-
ever, this ﬁnding contrasts with that of Spence et al. (2000) in a
sample of children (aged 7–14 years) with social phobia, which
revealed that the inclusion of parents in treatment was  superior
(but not statistically signiﬁcant) to child-focused treatments. Our
sample comprised older adolescents, which might explain the dif-
ferences, along with a number of other variables such as culture
and different parent training protocol. Similar to that study, some
authors have observed a trend toward an enhanced effect by includ-
ing the parents of children with anxiety disorders, although not
statistically signiﬁcant (Heyne et al., 2002; Wood et al., 2006).
However, our data are consistent with studies that examined
whether child anxiety treatment may  be improved if parents were
involved in treatment (Barrett, 1998; Barrett, Dadds, & Rapee,
1996; Cobham, Dadds, Spence, & McDermott, 2010; Creswell &
Cartwright-Hatton, 2007; Ginsburg & Schlossberg, 2002; Ginsburg,
Silverman, & Kurtines, 1995; Ishikawa, Okajima, Matsuoka, &
Sakano, 2007; Mendlowitz, Manassis, Bradley, Scapillato, Miezitos,
& Shaw, 1999), but differ from others (Barrett, Duffy, Dadds, &
Rapee, 2001; Bodden et al., 2008; Cobham, Dadds, & Spence, 1998;
Nauta, Scholing, Emmelkamp, & Minderaa, 2003).
A possible explanation is that parent–child interactions changed
after parent training sessions. New parental skills may have
resulted in parents encouraging and reinforcing their children to
reatment and follow-up assessments.
2-month F-U
ean (SD)
Effect size
Cohen’s d
igh EE (n = 6) Low EE (n = 14) Post F-U
7.00 (3.10) 13.28 (3.71) 1.72*** 1.09*
9.29 (2.40) 9.00 (2.12)
7.00 (1.12) 5.00 (.97) 1.51*** 1.91***
3.00 (3.10) 27.57 (6.37) 1.72*** 1.15*
8.00 (1.55) 6.20 (2.87) 1.72***
1.33 (.52) 8.29 (6.58)
1.33 (1.03) .00 (.00) 1.28* 2.58*
 Phobia); IFAFS: Intervención en Familias & Adolescentes con Fobia Social (Treatment
ts; FNE: Fear of Negative Evaluation; SAD-N: Social Avoidance and Distress speciﬁc
nced more generally in the company of peers (SAD-General); SPAI-B: Social Phobia
 severity rating (ADIS).
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se the cognitive-behavioral techniques acquired in their treat-
ent sessions. By doing so, parents may  have prompted and
ncouraged their children to be more open to social situations
nd ignore avoidant behaviors (Ginsburg et al., 1995; Nauta
t al., 2003; Spence et al., 2000; Stallard, 2009). As a result, as
ilverman and Berman (2001) suggested, parental involvement
n treatment can enhance treatment effects and help parents to
hange dysfunctional parent–child interactions when children face
ocial situations. Parental rearing focused on positive communi-
ation rather than expressing negative emotions toward children
y means of EOI, hostility and criticism may  have an inﬂuence,
hus strengthening their children’s sense of security (Garcia-Lopez,
013). The present study’s data support that the addition of a par-
nt training component for parents high in expressed emotion
mproves symptom reduction and diagnosis remission (including
emission of comorbid disorders) at post-treatment and long-term
ollow-up.
Limited differences between the IAFS and IFAFS at 12-month
ollow-up were observed. As can be seen, there is little cause to
uggest the prevalence of one intervention over another in the
ong term. However, a more in-depth analysis of the ﬁndings (see
ables 1–3) revealed that the absence of signiﬁcant differences at
ollow-up might be due to low social anxiety scores in both the
AFS and IFAFS conditions (ﬂoor effect). It must be noted that the
FAFS effect sizes were consistently superior to those found in the
AFS. Furthermore, remission rates were greater and statistically
igniﬁcant for the IFAFS. Remission rates for the traditional IAFS
59% and 75% at post-treatment and follow-up, respectively) were
imilar to those found by previous studies implementing the IAFS,
nd in line with those found in literature on socially anxious
dolescents (Albano et al., 1995; Aydin et al., 2010; Garcia-Lopez
t al., 2002; Garcia-Lopez, Olivares, et al., 2006; Garcia-Lopez, Ruiz,
t al., 2006; Hayward et al., 2000; Ishikawa et al., 2007; Olivares,
arcia-Lopez, Beidel, et al., 2002; Olivares, Garcia-Lopez, Hidalgo,
t al., 2002; Salvador & Pinto-Gouveia, 2009). A slight increase has
een observed in the IFAFS (65% and 80% at post-treatment and
ollow-up, respectively). This seems to be because it has targeted
he parental style that was affecting treatment outcome. In short,
ur data are in line with remission rates (33–87.5%) found at post-
reatment when parents were involved in therapy (Beidel, Turner, &
orris, 2000; Gallagher, Rabian, & McCloskey, 2004; Masia-Warner
t al., 2005, 2007; Melfsen et al., 2011; Spence et al., 2000).
The IAFS and IFAFS not only resulted in reductions in social
nxiety symptomatology but also resulted in similar decreases
n depressive symptomatology. This is consistent with literature
uggesting that childhood depressive symptoms may  be a con-
equence of anxiety (Cole, Peeke, Martin, Truglio, & Seroczynski,
998; Muris, Meester, & van Melic, 2002). In addition, remission of
ocial anxiety diagnosis has led to the absence of comorbid disor-
ers at post-treatment and follow-up, except for speciﬁc phobia.
imilar ﬁndings have been reported by Albano et al. (1995)and
arcia-Lopez, Olivares, et al. (2006). Furthermore, the absence of
 solid pre-treatment predictor for identifying responders versus
on-responders is consistent with some previous studies (Kley,
einrichs, Bender, & Tuschen-Cafﬁer, 2012) but not with others,
hat is, in line with mixed results reported in literature (for a review,
lease see Eskildsen, Hougaard, & Rosenberg, 2009).
As for the second objective, there is a signiﬁcant change in the
arental EE status in the IFAFS condition. Sixty percent and 70%
f parents were classiﬁed as having low EE following intervention
r follow-up, respectively. These results are consistent with
hose found in literature, which reports changes in EE for other
sychopathologies such as schizophrenia, with the most frequent
eing those in the direction of high to low EE (McCreadie et al.,
993; Stirling et al., 1991), and less so the other way round (low to
igh EE) (Smith & Birchwood, 1990). However, unlike our research,ty Disorders 28 (2014) 812–822 819
these studies did not include an intervention speciﬁcally designed
to address EE, and it is possible that the EE changes observed were
a result of symptom changes over time rather than an EE-speciﬁc
intervention.
Finally, in terms of the third objective, it has been observed
that adolescents with families who went from high EE to low
EE (recently acquired low EE) showed greater improvement fol-
lowing treatment than those adolescents whose families did
not experience this change. This treatment outcome was seen
in overall social anxiety, as well as the cognitive component
of SAD and Social Avoidance and Distress that is experienced
more generally in the company of peers. These ﬁndings are
consistent with those reported in family-based interventions
where better results have been obtained for low-EE families
than for high-EE families following treatment for disorders such
as schizophrenia (Linszen et al., 1997; Muela, 1999; Muela &
Godoy, 2003) and adolescent depression (McCleary & Sanford,
2002).
4.1. Limitations
First, only child measures were used to evaluate treatment
outcome. Information about the adolescents’ social anxiety lev-
els from teachers and parents may  also be useful in view of the
differences found among informants (e.g. Garcia-Lopez, De Los
Reyes, & Salvador, 2014). Second, the same therapist ran all of the
groups, so the possibility remains that the differential treatment
effects of the IAFS and IFAFS merely reﬂect therapist bias. Third,
because there was  no parent comparison condition in the IAFS
treatment, parental expectations could not be controlled. Fourth,
the group nature of the interventions in the school system meant
that participants were assigned to conditions in groups. Fifth, the
number of dropouts increased in the IFAFS condition, as parents
claimed they were unable to attend the parent training sessions.
Thus, data suggest that including a mandatory parent component
may  negatively impact attrition and limit IFAFS implementation,
despite its efﬁcacy. Future studies may  want to examine how
to increase parental attendance. Finally, limited sample size pre-
vented us from analyzing results separately for each component of
EE.
5. Conclusions
The study’s ﬁndings revealed that the inclusion of parent train-
ing to reduce EE in a treatment program designed to address
SAD in adolescents had a positive effect on their improvement.
This is particularly the case when the parents’ EE status changed
from high to low expressed emotion after treatment. It must be
noted that adolescents in the IFAFS condition improved more than
those in the IAFS group, even though the former had a higher
rate of comorbidity at pre-treatment. Unexplored parental high
EE in past studies may  explain the heterogeneity of previous
results in scientiﬁc literature concerning whether it is relevant
to involve parents in therapy. Future studies may  want to exam-
ine this topic further in order to identify the components of
EE that affect the efﬁcacy of the treatment of SAD in adoles-
cents.
AcknowledgementsThis research was  supported in part by a grant from the Spanish
Ministry of Education (PSI2009-12448) and the European Regional
Development Fund (ERDF).
8 f Anxie
R
A
A
A
A
A
A
A
B
B
B
B
B
B
B
B
B
C
C
C
C
C
D
E
E
E20 L.J. Garcia-Lopez et al. / Journal o
eferences
lbano, A. M.  (2013). You and your anxious child: free your child from fears and worries
and create a joyful family life.  New York: Avery Trade.
lbano, A. M.,  Marten, P. A., & Holt, C. S. (1991). Therapist’s manual for
cognitive-behavioral group therapy for adolescent social phobia. (Unpublished
manuscript).
lbano, A. M., Marten, P. A., Holt, C. S., Heimberg, R. G., & Barlow, D. H. (1995).
Cognitive-behavioral group treatment for social phobia in adolescents. Journal
of  Nervous and Mental Disease, 183, 649–656.
nhalt, K., & Morris, T. M.  (2008). Parenting characteristics associated with anxiety
and depression: a multivariate approach. Journal of Early and Intensive Behavior
Intervention, 5, 122–137.
ntona, C. J., Delgado, M.  C., Garcia-Lopez, L. J., & Estrada, B. (2012). Adaptación trans-
cultural de un tratamiento para la fobia social: un estudio piloto [Transcultural
adaptation of a treatment for social phobia: a pilot study]. International Journal
of  Psychology and Psychological Therapy, 12,  35–48.
slam, N. (2014). All eyes on me?  Role of negative parenting in the
development of social anxiety disorder among children and adolescents. Inter-
national Journal of School and Cognitive Psychology, 1. http://dx.doi.org/10.
4172/1234-3425.1000e101
ydin, A., Tekinsav, S., & Sorias, O. (2010). Evaluation of the effectiveness of a
cognitive-behavioral therapy program for alleviating the symptoms of social
anxiety in adolescents. Turkish Journal of Psychiatry, 21,  25–36.
arrett, P. M.  (1998). Evaluation of cognitive-behavioral group treatments for
childhood anxiety disorders. Journal of Clinical Child Psychology, 27,  459–468.
http://dx.doi.org/10.1207/s15374424jccp2704 10
arrett, P. M.,  Dadds, M.  R., & Rapee, R. M.  (1996). Family treatment of childhood anx-
iety: a controlled trial. Journal of Consulting and Clinical Psychology, 64,  333–342.
http://dx.doi.org/10.1037/0022-006X.64.2.333
arrett, P. M.,  Duffy, A. L., Dadds, M.  R., & Rapee, R. M.  (2001). Cognitive-behavioral
treatment of anxiety disorders in children: long-term (6-year) follow-up.
Journal of Consulting & Clinical Psychology, 69,  135–141. http://dx.doi.org/10.
1037/0022-006X.69.1.135
eidel, D. C., & Turner, S. M.  (2008). Shy children, phobic adults: nature and treatment
of  social anxiety disorder (2nd ed.). Washington, DC: APA.
eidel, D. C., Turner, S. M.,  & Morris, T. L. (1999). Psychopathology of childhood social
phobia. Journal of the American Academy of Child and Adolescent Psychiatry, 38,
643–650. http://dx.doi.org/10.1097/00004583199906000-4583199906010
eidel, D. C., Turner, S. M.,  & Morris, T. L. (2000). Behavioral treatment of
childhood social phobia. Journal of Consulting and Clinical Psychology, 68,
1072–1080.
eesdo-Baum, K., Knappe, S., Fehm, L., Hoﬂer, M.,  Lieb, R., Hofmann, S. G., et al.
(2012). The natural course of social anxiety disorder among adolescents and
young adults. Acta Psychiatrica Scandinavica, 126, 411–425. http://dx.doi.org/10.
1111/j.1600-0447.2012.01886.x
odden, D. H. M.,  Dirksen, C. D., Bogels, S. M.,  Nauta, M.  H., De Haan, E., Ringrose, J.,
et  al. (2008). Costs and cost-effectiveness of family CBT versus individual CBT in
clinically anxious children. Clinical Child Psychology and Psychiatry, 13,  543–564.
http://dx.doi.org/10.1177/1359104508090602
urstein, M.,  He, J.-P., Kattan, G., Albano, A. M.,  Avenevoli, S., & Merikan-
gas,  K. R. (2011). Social phobia and subtypes in the National Comorbidity
Survey-Adolescent supplement: prevalence, correlates, and comorbidity. Jour-
nal  of American Academy of Child and Adolescent Psychiatry, 50,  870–880.
http://dx.doi.org/10.1016/j.jaac.2011.06.005
obham, V. E., Dadds, M. R., & Spence, S. H. (1998). The role of parental anxiety in
the  treatment of childhood anxiety. Journal of Consulting and Clinical Psychology,
66,  893–905. http://dx.doi.org/10.1037/0022-006X.66.6.893
obham, V. E., Dadds, M.  R., Spence, S. H., & McDermott, B. (2010). Parental
anxiety in the treatment of childhood anxiety: a different story three
years later. Journal of Clinical Child and. Adolescent Psychology, 39,  410–420.
http://dx.doi.org/10.1080/15374411003691719
ohen, J. (1988). Statistical power analysis for the behavioral sciences. Hillsdale, NY:
Erlbaum.
ole, D. A., Peeke, L. G., Martin, J. M.,  Truglio, R., & Seroczynski, A. D. (1998).
A  longitudinal look at the relationship between depression and anxi-
ety  in children. Journal of Consulting and Clinical Psychology, 66,  451–460.
http://dx.doi.org/10.1037/0022-006X.66.3.451
reswell, C., & Cartwright-Hatton, S. (2007). Family treatment of child anxiety: out-
comes, limitations and future directions. Clinical Child and Family Psychology
Review,  10,  232–252. http://dx.doi.org/10.1007/s10567-007-0019-3
emir, T., Karacetin, G., Demir, D. E., & Uysal, O. (2013). Prevalence and some
psychosocial characteristics of social anxiety disorder in an urban popula-
tion of Turkish children and adolescents. European Psychiatry,  28, 64–69.
http://dx.doi.org/10.1016/j.eurpsy.2011.12.003
lizabeth, J., King, N. J., Ollendick, T. H., Gullone, E., Tonge, B. J., Watson, S.,
et al. (2006). Social anxiety disorder in children and youth: a research
update on aetiological factors. Counselling Psychology Quarterly, 19, 151–163.
http://dx.doi.org/10.1080/09515070600811790
skildsen, A., Hougaard, E., & Rosenberg, N. K. (2009). Pre-treatment patient vari-
ables as predictors of drop-out and treatment outcome in cognitive behavioural
therapy for social phobia: a systematic review. Nordic Journal of Psychiatry,  64,
94–105. http://dx.doi.org/10.3109/08039480903426929
ssau, C. A., Conradt, J., & Petermann, F. (1999). Frequency and comorbidity of
social phobia and social fears in adolescents. Behaviour Research and Therapy,
37,  831–843.ty Disorders 28 (2014) 812–822
Essau, C. A., Conradt, J., & Petermann, F. (2002). Course and outcome of
anxiety disorders in adolescents. Journal of Anxiety Disorders, 16,  67–81.
http://dx.doi.org/10.1016/S0005-7967(98)00179-X
Fehm, L., Pélissolo, A., Furmark, T., & Wittchen, H. U. (2005). Size and burden of social
phobia. European Neuropsychopharmacology, 15,  453–462.
Figueras Masip, A., Amador-Campos, J. A., Gomez-Benito, J., & del Barrio, M.  V.
(2010). Psychometric properties of Children’s Depression Inventory in com-
munity and clinical sample. The Spanish Journal of Psychology, 13,  988–997.
http://dx.doi.org/10.1017/S1138741600002638
Fisher, P., Masia-Warner, C., & Klein, R. (2004). Skills for Social and Academic
Success: a school-based intervention for social anxiety disorder in adoles-
cents. Clinical Child & Family Psychology Review, 7, 241–249. http://dx.doi.org/10.
1007/s10567-004-6088-7
Fogler, J. M.,  Tompson, M.  C., Steketee, G., & Hofmann, S. G. (2007). Inﬂu-
ence of expressed emotion and perceived criticism on cognitive-behavioral
therapy for social phobia. Behaviour Research and Therapy, 45,  235–249.
http://dx.doi.org/10.1016/j.brat.2006.03.002
Gallagher, H. M., Rabian, B. A., & McCloskey, M.  S. (2004). A brief group cognitive-
behavioral intervention for social phobia in childhood. Journal of Anxiety
Disorders,  18,  459–479. http://dx.doi.org/10.1016/S0887-6185(03)00027-6
Garcia-Lopez, L. J. (2000, 2007). Examining the efﬁcacy of three cognitive-behavioural
treatments aimed at overcoming social anxiety in adolescents. University of Mur-
cia: Publication Service.
Garcia-Lopez, L. J. (2013). (Treating. . .social anxiety disorder) Tratando. . .trastorno de
ansiedad social. Madrid: Piramide.
Garcia-Lopez, L. J., & Storch, E. A. (2008). Recent advances in anxiety disorders in
childhood. Foreword. Behavioral Psychology, 16,  361–363.
Garcia-Lopez, L. J., Beidel, D. C., Hidalgo, M.  D., Olivares, J., & Turner, S. M.  (2008).
Brief form of the Social Phobia and Anxiety Inventory for adolescents. Euro-
pean Journal of Psychological Assessment, 24,  150–156. http://dx.doi.org/10.
1027/1015-5759.24.3.150
Garcia-Lopez, L. J., Beidel, D. C., & Muela-Martinez, J. M.  (2014). Optimal cut-
off  score for detecting social anxiety disorder and DSM-5 speciﬁer with the
Social Phobia and Anxiety Inventory-Brief form. (manuscript submitted for
publication).
Garcia-Lopez, L. J., De Los Reyes, A., & Salvador, M.  C. (2014). Assessment of social
anxiety in adolescents. In: K. Ranta, A. M.  La Greca, L. J. Garcia-Lopez, & M.  Mart-
tunen (Eds.), Social anxiety and phobia in adolescents: Development, manifestation
and intervention strategies. Cham, Switzerland: Springer International Publishing
(in press).
Garcia-Lopez, L. J., Espinosa-Fernandez, L., Muela, J. A., & Diaz-Castela, M.  M.  (2011).
(Therapy for Families and Adolescents with Social Phobia) Intervención en Familias
&  Adolescentes con Fobia Social – IFAFS. (Unpublished manuscript).
Garcia-Lopez, L. J., Irurtia, M.  J., Caballo, V. E., & Díaz-Castela, M. M.  (2011). Ansiedad
social & abuso psicológico [Social anxiety and psychological abuse]. Behavioral
Psychology,  19,  223–236.
Garcia-Lopez, L. J., Muela, J. A., Espinosa-Fernández, L., & Diaz-Castela, M. M.
(2009). Exploring the relevance of expressed emotion to the treatment of
social anxiety disorder in adolescence. Journal of Adolescence, 32,  1371–1376.
http://dx.doi.org/10.1016/j.adolescence.2009.08.001
Garcia-Lopez, L. J., Olivares, J., Beidel, D., Albano, A. M.,  Turner, S., & Rosa, A. I. (2006).
Efﬁcacy of three treatment protocols for adolescents with social anxiety disor-
der: a 5-year follow-up assessment. Journal of Anxiety Disorders, 20,  175–191.
http://dx.doi.org/10.1016/j.janxdis.2005.01.003
Garcia-Lopez, L. J., Olivares, J., Turner, S. M.,  Beidel, D. C., Albano, A. M.,  & Sánchez-
Meca, J. (2002). Results at long-term among three psychological treatments for
adolescents with generalized social phobia (II): clinical signiﬁcance and effect
size. Psicologia Conductual, 10, 165–179.
Garcia-Lopez, L. J., Piqueras, J. A., Diaz-Castela, M.  M.,  & Ingles, C. J. (2008). Social
anxiety disorder in childhood and adolescents: current trends, advances, and
future directions. Behavioral Psychology, 16,  501–533.
Garcia-Lopez, L. J., Ruiz, J., Olivares, J., Piqueras, J. A., Rosa, A. I., & Bermejo, R. (2006).
Aplicación de un programa de tratamiento multicomponente para adolescentes
con ansiedad social en población joven adulta: resultados de un estudio piloto
[Implementation of IAFS to young adults with social anxiety: a pilot study].
Psicologia Conductual, 14, 65–75.
Ginsburg, G. S., & Schlossberg, M.  C. (2002). Family-based treatment of child-
hood anxiety disorders. International Review of Psychiatry, 14,  143–154.
http://dx.doi.org/10.1080/09540260220132662
Ginsburg, G. S., Silverman, W.  K., & Kurtines, W.  M.  (1995). Family involvement in
treating children with phobic and anxiety disorders: a look ahead. Clinical Psy-
chology Review, 15,  457–473. http://dx.doi.org/10.1016/0272-7358(95)00026-L
Gottschalk, L., Falloon, I., Marder, S., Lebell, M.,  Gift, T., & Wynne, L. (1988). The
prediction of relapse of schizophrenic patients using emotional data obtained
from their relatives. Psychiatry Research, 25,  261–276. http://dx.doi.org/10.
1016/0165-1781(88)90097-2
Greco, L. A., & Morris, T. L. (2002). Paternal child-rearing style and child social anx-
iety: investigation of child perceptions and actual father behavior. Journal of
Psychopathology and Behavioral Assessment, 24, 259–267.
Gren-Landell, M.,  Tillfors, M.,  Furmark, T., Bohlin, G., Andersson, G., & Svedin,
C.  G. (2009). Social phobia in Swedish adolescents: prevalence and gen-
der differences. Social Psychiatry and Psychiatric Epidemiology, 44,  1–7.
http://dx.doi.org/10.1007/s00127-008-0400-7
Gulley, L. D., Oppenheimer, C. W.,  & Hankin, B. L. (2013). Associations among negative
parenting, attention bias to anger, and social anxiety among youth. Developmen-
tal Psychology, http://dx.doi.org/10.1037/a0033624
f Anxie
H
H
I
I
K
K
K
K
L
L
L
L
L
L
M
M
M
M
M
M
M
ML.J. Garcia-Lopez et al. / Journal o
ayward, C., Varady, S., Albano, A. M.,  Thienemann, M.,  Henderson, L., & Schatzberg,
A.  F. (2000). Cognitive-Behavioral Group for social phobia in female adolescents:
results of a pilot study. Journal of American Academy Child and Adolescent Psychi-
atry,  39,  721–726. http://dx.doi.org/10.1097/00004583-200006000-00010
eyne, D., King, N. J., Tonge, B. J., Rollings, S., Young, D., Pritchard, M.,  et al. (2002).
Evaluation of child therapy and caregiver training in the treatment of school
refusal. Journal of the American Academy of Child and Adolescent Psychiatry, 41,
687–695. http://dx.doi.org/10.1097/00004583-200206000-00008
ngles, C. J., La Greca, A. M.,  Marzo, J. C., Garcia-Lopez, L. J., & Garcia-Fernandez,
J.  M.  (2010). Social Anxiety Scale for Adolescents: factorial invariance and
latent mean differences across gender and age in Spanish adolescents. Journal
of  Anxiety Disorders, 24,  847–855. http://dx.doi.org/10.1016/j.janxdis.2010.06.
007
shikawa, S., Okajima, I., Matsuoka, H., & Sakano. (2007). Cognitive behavioural
therapy for anxiety disorders in children and adolescents: a meta-analysis.
Child and Adolescent Mental Health Volume, 12,  164–172. http://dx.doi.org/10.
1111/j.1475-3588.2006.00433.x
erns, C. M.,  Read, K. C., Klugman, J., & Kendall, P. C. (2013). Cognitive behavioral
therapy for youth with social anxiety: differential short and long-term treat-
ment outcomes. Journal of Anxiety Disorders, 27,  210–215. http://dx.doi.org/10.
1016/j.janxdis.2013.01.009
ley, H., Heinrichs, N., Bender, C., & Tuschen-Cafﬁer, B. (2012). Predictors of
outcome in a cognitive-behavioral group program for children and adoles-
cents with social anxiety disorder. Journal of Anxiety Disorders, 26,  79–87.
http://dx.doi.org/10.1016/j.janxdis.2011.09.002
nappe, S., Beesdo-Baum, K., Fehm, L., Lieb, R., & Wittchen, H.-U. (2012). Character-
izing the association between parenting and adolescent social phobia. Journal of
Anxiety Disorders, 26,  608–616. http://dx.doi.org/10.1016/j.janxdis.2012.02.014
ovacs, M.  (1985). The Children’s Depression Inventory (CDI). Psychopharmacology
Bulletin,  21,  995–998.
a Greca, A. M.,  & Lopez, N. (1998). Social anxiety among adolescents: linkages with
peer  relations and friendships. Journal of Abnormal Child Psychology, 26, 83–94.
http://dx.doi.org/10.1023/A:1022684520514
ewis-Morrarty, E., Degnan, K. A., Chronis-Tuscano, A., Rubin, K. H., Cheah, C.
S. L., Pine, D. S., et al. (2012). Maternal over-control moderates the asso-
ciation between early childhood behavioral inhibition and adolescent social
anxiety symptoms. Journal of Abnormal Child Psychology, 40,  1363–1373.
http://dx.doi.org/10.1007/s10802-012-9663-2
eung, A. W.,  Heimberg, R. G., Holt, C. S., & Bruch, M.  A. (1994). Social anxiety and
perception of early parenting among American, Chinese American and social
phobic samples. Anxiety, 1, 80–89.
ieb, R., Wittchen, H.-U., Höﬂer, M.,  Fuetsch, M.,  Stein, M. B., & Merikangas, K. R.
(2000). Parental psychopathology, parenting styles, and the risk of social phobia
in  offspring: a prospective-longitudinal community study. Archives of General
Psychiatry,  57,  859–866. http://dx.doi.org/10.1001/archpsyc.57.9.859
inszen, D. H., Dingemans, P. M.,  Nugter, M.  A., Van der Does, A. J., Scholte, W.  F.,
&  Lenior, M.  A. (1997). Patient attributes and expressed emotion as risk factors
for psychotic relapse. Schizophrenia Bulletin, 23, 119–130. http://dx.doi.org/10.
1093/schbul/23.1.119
yneham, H. J., & Rapee, R. M.  (2005). Agreement between telephone and in-
person delivery of a structured interview for anxiety disorders in children.
Journal of the American Academy of Child and Adolescent Psychiatry, 44,  274–282.
http://dx.doi.org/10.1097/00004583-200503000-00012
agana, A. B., Goldstein, M.  J., Karno, M.,  Miklowitz, D. J., Jenkins, J., & Fallon,
I.  R. H. (1986). A brief method for assessing expressed emotion in relatives
of  psychiatric patients. Psychiatry Research, 17,  203–212. http://dx.doi.org/10.
1016/0165-1781(86)90049-1
ajdandzˇic´, M.,  de Vente, W.,  Feinberg, M.,  Aktar, E., & Bögels, S. M.  (2012). Bidirec-
tional associations between coparenting relations and family member anxiety:
a  review and conceptual model. Clinical Child and Family Psychology Review, 15,
28–42. http://dx.doi.org/10.1007/s10567-011-0103-6
asia, C., Beidel, D. C., Fisher, P. H., Albano, A. M.,  Rapee, R. M., Turner, S. M.,  et al.
(1999). Skills for Academic and Social Success. Available from Carrie Masia Warner,
New  York University School of Medicine, Child Study Center, 215 Lexington
Avenue, 13th ﬂoor, New York, NY 10016.
asia-Warner, C., Colognori, D., Brice, C., & Sanchez, A. (2014). School-based inter-
ventions for adolescents with social anxiety disorder. In: K. Ranta, A. M.  La Greca,
L.  J. Garcia-Lopez, & M.  Marttunen (Eds.), Social Anxiety and Phobia in Adoles-
cents: Development, manifestation and intervention strategies. Cham, Switzerland:
Springer International Publishing (in press).
asia-Warner, C., Fisher, P. H., Shrout, P. E., Rathor, S., & Klein, R. G. (2007).
Treating adolescents with social anxiety disorder in school: an atten-
tion control trial. Journal of Child Psychology and Psychiatry,  48, 676–686.
http://dx.doi.org/10.1111/j.1469-7610.2007.01737.x
asia-Warner, C., Klein, R., Storch, E., & Corda, B. (2001). School-based behav-
ioral treatment for social anxiety disorder in adolescents: results of a pilot
study. Journal American Academic Child Adolescence Psychiatry,  40,  780–786.
http://dx.doi.org/10.1097/00004583-200107000-00012
asia-Warner, C., Klein, R. G., Dent, H. C., Fisher, P. H., Alvir, J., Albano, A. M.,  et al.
(2005). School-based intervention for adolescents with social anxiety disorder:
results of a controlled study. Journal of Abnormal Child Psychology, 33,  707–722.
http://dx.doi.org/10.1007/s10802-005-7649-z
cCleary, L., & Sanford, M.  (2002). Parental expressed emotion in depressed ado-
lescents: prediction of clinical course and relationship to comorbid disorders
and social functioning. Journal of Child Psychology and Psychiatry, 43,  587–595.
http://dx.doi.org/10.1111/1469-7610.00048ty Disorders 28 (2014) 812–822 821
McCreadie, R. G., Robertson, L. J., Hall, D., & Berry, I. I. (1993). The Nithdale
schizophrenia surveys: XI. Relatives’ expressed emotion. Stability over ﬁve
years and its relation to relapse. British Journal of Psychiatry, 162, 393–397.
http://dx.doi.org/10.1192/bjp.162.3.393
Melfsen, S., Kühnemund, M.,  Schwieger, J., Warnke, A., Stadler, C., Poutska, F., et al.
(2011). Cognitive behavioral therapy of socially phobic children focusing on cog-
nition: a randomized wait-list control study. Child and Adolescent Psychiatry and
Mental Health,  5. http://dx.doi.org/10.1186/1753-2000-5-5
Mendlowitz, S., Manassis, K., Bradley, S., Scapillato, D., Miezitis, S., & Shaw, B. (1999).
Cognitive-behavioral group treatments in childhood anxiety disorders: the role
of  parental involvement. Journal of the American Academic Child Adolescent Psy-
chiatry,  38,  1223–1229. http://dx.doi.org/10.1097/00004583-199910000-00010
Merikangas, K. R., Lieb, R., Wittchen, H.-U., & Avenevoli, S. (2003). Family and high-
risk  studies of social anxiety disorder. Acta Psychiatrica Scandinavica, 417, 28–37.
http://dx.doi.org/10.1034/j.1600-0447.108.s417.5.x
Mesa, F., Le, T.-A., & Beidel, D. C. (2014). Social skills-based treatment for social anx-
iety disorder in adolescents. In: K. Ranta, A. M.  La Greca, L. J. Garcia-Lopez, & M.
Marttunen (Eds.), Social Anxiety and Phobia in Adolescents: Development, mani-
festation and intervention strategies. Cham, Switzerland: Springer International
Publishing (in press).
Miller, L. D., Gold, S., Laye-Gindhu, A., Martinez, Yu, J., & Waechtler, C. M.
V.  (2011). Transporting a school-based intervention for social anxiety in
Canadian adolescents. Canadian Journal of Behavioural Science, 43,  287–296.
http://dx.doi.org/10.1037/a0023174
Muela, J. A. (1999). (Family Intervention Program for Schizophrenia)  Programa de Inter-
vención Familiar en esquizofrenia. Jaen: University Publication Service.
Muela, J. A., & Godoy, J. F. (2003). Reactividad de la medida de la Emoción Expresada
durante un ingreso [Reactivity of a expressed emotion measure during relapse].
Iberpsicologia,  8, 1–4.
Muris, P., Meesters, C., & van Melick, M. (2002). Treatment of childhood
anxiety disorders: a preliminary comparison between cognitive-behavioral
group therapy and a psychological placebo intervention. Journal of Behav-
ior Therapy and Experimental Psychiatry,  33,  143–158. http://dx.doi.org/10.
1016/S0005-7916(02)00025-3
Nauta, M. H., Scholing, A., Emmelkamp, P. M.  G., & Minderaa, R. B. (2003).
Cognitive-behavioural therapy for anxiety disordered children in a clini-
cal setting: no additional effect of a cognitive parent training. Journal of
the  American Academy of Child and Adolescent Psychiatry,  42,  1270–1278.
http://dx.doi.org/10.1097/01.chi.0000085752.71002.93
Olivares, J., & Garcia-Lopez, L. J. (2001). Un nuevo tratamiento multicomponente
para adolescentes con fobia social generalizada: resultados de un estudio piloto
[A  new treatment for adolescents with social phobia: a pilot study]. Psicologia
Conductual,  9, 247–254.
Olivares, J., Garcia-Lopez, L. J., Hidalgo, M.  D., & Caballo, V. E. (2004). Rela-
tionships among social anxiety measures and its invariance: A conﬁrmatory
factor analysis. European Journal of Psychological Assessment, 20,  172–179.
http://dx.doi.org/10.1027/1015-5759.20.3.172
Olivares, J., Garcia-Lopez, L. J., Beidel, D. C., Turner, S. M., Albano, A. M., & Hidalgo,
M.  D. (2002). Results at long-term among three psychological treatments for
adolescents with generalized social phobia (I): statistical signiﬁcance. Psicologia
Conductual,  10,  147–164.
Olivares, J., Ruiz, J., Hidalgo, M.  D., Garcia-Lopez, L. J., Rosa, A. I., & Piqueras, J. A.
(2005). Social Anxiety Scale for Adolescents (SAS-A): psychometric properties
in  a Spanish-speaking population. International Journal of Clinical and Health
Psychology,  5, 85–97.
Öztürk, M.,  Sayar, K., Ug˘urad, I., & Tüzün, Ü. (2005). Sosyal fobisi olan c¸ ocukların
annelerinde sosyal fobi yaygınlıg˘ı [The prevalence of social phobia in mothers
of  social phobic children]. Klinik Psikofarmakoloji Bülteni, 15,  60–64.
Piqueras, J. A., Espinosa-Fernández, L., Garcia-Lopez, L. J., & Beidel, D. C. (2012). Vali-
dación del Inventario de Ansiedad & Fobia Social-Forma Breve en jóvenes adultos
espan˜oles [Validation of the SPAI-B in young adults]. Behavioral Psychology, 20,
505–528.
Puliaﬁco, A. C., Corner, J. S., & Kendall, P. C. (2007). Social phobia in youth: the diag-
nostic utility of feared social situations. Psychological Assessment, 19,  152–158.
http://dx.doi.org/10.1037/1040-3590.19.1.152
Ranta, K., Kaltiala-Heino, R., Fröjd, S., & Marttunen, M. (2013). Peer victimization and
social phobia: a follow-up study among adolescents. Social Psychiatry and Psychi-
atric Epidemiology, 48,  533–544. http://dx.doi.org/10.1007/s00127-012-0583-9
Ranta, K., Kaltiala-Heino, R., Pelkonen, M.,  & Marttunen, M. (2009). Associa-
tions between peer victimization, self-reported depression and social phobia
among adolescents: the role of comorbidity. Journal of Adolescence, 32,  77–93.
http://dx.doi.org/10.1016/j.adolescence.2007.11.005
Ranta, K., Kaltiala-Heino, R., Rantanen, P., & Marttunen, M.  (2009). Social phobia
in  Finnish general adolescent population: prevalence, comorbidity, individual
and  family correlates, and service use. Depression and Anxiety, 26,  528–536.
http://dx.doi.org/10.1002/da.20422
Rapee, R. M.,  Barrett, E. M.,  Dadds, M.  R., & Evans, L. (1994). Reliability of
the DSM-III-R childhood anxiety disorders using structured interview. Jour-
nal  of the American Academy of Child and Adolescent Psychiatry, 33,  984–992.
http://dx.doi.org/10.1097/00004583-199409000-00008
Rork, K., & Morris, T. L. (2009). Inﬂuence of parenting factors on childhood social
anxiety. Direct observation of parental warmth and control. Child and Family
Behavior Therapy, 31,  220–235. http://dx.doi.org/10.1080/07317100903099274
Salvador, M.  C., & Pinto-Gouveia, J. (2009). Helping adolescents with social pho-
bia: a new treatment protocol to empower them is social situations. European
Psychiatry,  24(Suppl. 1), S335. http://dx.doi.org/10.1016/S0924-93380970568-1
8 f Anxie
S
S
S
S
S
S
S
S
S22 L.J. Garcia-Lopez et al. / Journal o
andin, B. (2003). (Diagnostic manual for anxiety disorders: ADIS-IV: C/P Manual)
Diagnóstico de los trastornos de ansiedad: manual para la ADIS-IV:C/P. Madrid:
Klinik.
ilverman, W.  K., & Albano, A. M.  (1996). The Anxiety Disorders Interview Schedule for
DSM-IV – Child and Parent Versions. London: Oxford University Press.
ilverman, W.  K., & Berman, S. L. (2001). Psychosocial interventions for anxiety dis-
orders in children: status and future directions. In: W.  K. Silverman, & P. D. A.
Treffers (Eds.), Anxiety disorders in children and adolescents: research, assessment
and  intervention. Cambridge, UK: Cambridge University Press.
ilverman, W.,  Saavedra, L., & Pina, A. A. (2001). Test-retest reliability
of  anxiety symptoms and diagnoses with the Anxiety Disorders Inter-
view Schedule for DSM-IV: Child and Parent Versions. Journal American
Academy Child adolescent Psychiatry, 40,  937–944. http://dx.doi.org/10.
1097/00004583-200108000-00016
mith, J., & Birchwood, M.  (1990). Relatives and patient as partners in the
management of schizophrenia. British Journal of Psychiatry, 156, 654–660.
http://dx.doi.org/10.1192/bjp.156.5.654
pence, S. H., Donovan, C., & Brechman-Toussaint, M.  (2000). The treatment of
childhood social phobia: the effectiveness of a social skills training-based
cognitive-behavioural intervention, with and without parental involvement.
Journal of Child Psychology and Psychiatry, and Allied Disciplines,  41,  713–726.
http://dx.doi.org/10.1111/1469-7610.00659
tallard, P. (2009). Review: school based prevention and early interven-
tion programmes reduce anxiety. Evidence-Based Mental Health,  12,  116.
http://dx.doi.org/10.1136/ebmh.12.4.116
tirling, J., Tantam, D., Thomas, P., Newby, D., Montague, L., Ring, N., et al. (1991).
Expressed emotion and early onset schizophrenia: a one year follow-up. Psycho-
logical Medicine, 21,  675–685. http://dx.doi.org/10.1017/S0033291700022315
torch, E., & Masia-Warner, C. (2004). The relationship of peer victimization to social
anxiety and loneliness in adolescent females. Journal of Adolescence, 27,  351–362.
http://dx.doi.org/10.1016/j.adolescence.2004.03.003ty Disorders 28 (2014) 812–822
Vieira, S., Salvador, C., Matos, A. P., Garcia-Lopez, L. J., & Beidel, D. C. (2013). Inven-
tario  de Fobia & Ansiedad Social-versión Breve: propiedades psicométricas en
una  muestra de adolescentes portugueses [SPAI-B: psychometric properties in
Portuguese adolescents]. Behavioral Psychology, 21,  25–38.
Weiss, B. J., Hope, D. A., & Capozzoli, M.  C. (2013). Heterocentric language in
commonly used measures of social anxiety: recommended alternate wording.
Behavior Therapy, 44,  1–11.
Westenberg, P. M.,  Siebelink, B. M., Warmenhoven, N. J. C., & Treffers, D. A. (1999).
Separation anxiety and overanxious disorders: relations to age and level of psy-
chosocial maturity. Journal of the American Academy of Child and Adolescent Psy-
chiatry,  38,  1000–1007. http://dx.doi.org/10.1097/00004583-199908000-00016
Wittchen, H. U., Stein, M.  B., & Kessler, R. C. (1999). Social fears and social
phobia in a community sample of adolescents and young adults: preva-
lence, risk factors and co-morbidity. Psychological Medicine, 29,  309–323.
http://dx.doi.org/10.1017/S0033291798008174
Wittchen, H. U., Fuetsch, M.,  Sonntag, H., Müller, N., & Liebowitz, M.
(2000). Disability and quality of life in pure and comorbid social
phobia. Findings from a controlled study. European Psychiatry,  15,
46–58. http://dx.doi.org/10.1016/j.euroneuro.2011.07.018
Wittchen, H. U., Jacobi, F., Rehm, J., Gustavsson, A., Svensson, M.,  Jönsson, B.,
et  al. (2011). The size and burden of mental disorders and other disorders of
the brain in Europe 2010. European Neuropsychopharmacology, 21,  655–679.
http://dx.doi.org/10.1016/j.euroneuro.2011.07.018
Wood, J. J., Piacentini, J. C., Bergman, L. R., McCrackne, J., & Barrios, V. (2002). Concur-
rent validity of the anxiety disorders section of the ADIS for DSM-IV: child and
parent versions. Journal of Clinical Child and Adolescent Psychology, 31,  335–342.
http://dx.doi.org/10.1207/S15374424JCCP3103 05
Wood, J. J., Piacentini, J. C., Southam-Gerow, M.,  Chu, B. C., & Sigman, M.
(2006). Family cognitive behavioral therapy for child anxiety disorders. Jour-
nal  of the American Academy of Child Adolescent Psychiatry,  45,  314–321.
http://dx.doi.org/10.1097/01.chi.0000196425.88341.b0
